Over seven million stroke survivors live in the US today. Despite the publication of the first post-stroke rehabilitation clinical practice guideline in 1995, many healthcare providers are unaware not only of stroke survivors' potential for functional recovery, but also common secondary complications of stroke. This article summarizes the best available evidence-based recommendations for interdisciplinary management of the stroke survivor and caregivers from five sources: two in the US, one in Canada, and two in the UK. Unique characteristics of each guideline are described, followed by a list of common clinical recommendations found in most, if not all, of the guidelines. Despite the advances in stroke rehabilitation over the past 16 years, much research still needs to be done to improve the level of evidence in stroke rehabilitation.
In the US, the incidence rate of new or recurrent stroke is approximately 795,000 per year, and stroke prevalence for individuals over the age of 20 years is estimated at seven million. 1 Mortality rates in the first 30 days post-stroke have decreased owing to advances in emergency medicine and acute stroke care. There is also strong evidence that organized post-acute, inpatient stroke care delivered within the first four weeks by an interdisciplinary healthcare team results in an absolute reduction of deaths. 2, 3 Despite these achievements, 25-74 % of stroke survivors require some assistance or are fully dependent on caregivers for activities of daily living (ADLs). 4, 5 Thus, stroke continues to represent a leading cause of long-term disability and long-term care placement.
Despite the publication of the Agency for Healthcare Policy and Research (AHCPR) Guideline for Post-Stroke Rehabilitation in 1995, 6 many healthcare providers are unaware not only of stroke survivors' potential for motor recovery, but also common secondary complications of stroke. Since this time, a number of clinical practice guidelines have attempted to educate interdisciplinary stroke rehabilitation teams about many of these issues. This article summarizes the best available evidence-based recommendations for interdisciplinary management of the stroke survivor and caregivers. The recommendations emanate from the work of the US Departments of Veterans Affairs and Defense (VA/DoD), 7 the American Heart Association (AHA) Councils on Stroke and Cardiovascular Nursing, 8 the Canadian Stroke Strategy (CSS), 9 the Scottish Intercollegiate Guideline Network (SIGN), 10 and the National Institute for Health and Clinical Excellence (NICE). 11 The article is organized into the two major sections of unique characteristics of the guidelines and common clinical recommendations.
Unique Characteristics of the Guidelines
Each of the guidelines has its own methodology for developing its guideline. A set of researchable questions and associated key terms were developed within a number of focus areas. Inclusion criteria were developed for the literature search. The literature search resulted in a body of evidence that was critically reviewed for the strength of its findings.
Each panel reviewed the body of evidence that addressed a particular question using an established method, formulated recommendations, and graded the evidence supporting each recommendation.
re-entry), and discharge from the rehabilitation program (e.g. medical follow-up). The guideline offers three algorithms for the assessment of inpatient rehabilitation, the re-assessment of inpatient rehabilitation, and the assessment for community services. The first algorithm provides a framework for the evaluation of impairments and activity limitations and participation restrictions, medical comorbidities, potential secondary complications, and triage of rehabilitation services. The second algorithm assesses functional progress and whether the stroke survivor in inpatient rehabilitation still requires inpatient services. The final algorithm assesses the need and environment for community-based rehabilitation services.
All of the algorithms include the stroke survivor and caregiver in education and decision-making that are central to the patient-centered process.
American Heart Association Council on Stroke and Cardiovascular Nursing Guideline
The AHA Councils on Stroke and Cardiovascular Nursing guideline divides up rehabilitation care using two classification schemes. First, the guideline considers rehabilitation care in inpatient and outpatient environments, in chronic care, and at end-of-life. Each of the environments is defined, and the services provided to the stroke survivor are described. 
Canadian Stroke Strategy Guideline
The CSS guideline draws its evidence from the web-based EvidenceBased Review of Stroke Rehabilitation. 13 Like the AHA guideline, the CSS guideline attempts to make recommendations based upon the environment in which stroke rehabilitation takes place. In addition, it organizes guidance into sections on best practices, rationale, system implications, and performance measures. 
Common Clinical Recommendations
According to the VA/DoD Clinical Practice Guideline for the Management of Stroke Rehabilitation, 7 the primary goal of rehabilitation is to prevent complications, minimize impairments, and maximize function. A number of key points influence the types of recommendations on which the guidelines are based:
• Early assessment and intervention is critical to optimize rehabilitation.
• Secondary prevention is fundamental for preventing stroke recurrence. 2) The initial assessment should include assessment of patient function; safety and risk; physical readiness and ability to learn and participate; and transition planning C
3) All patients with acute stroke with residual stroke-related impairments who are not admitted to hospital should undergo a comprehensive outpatient assessment(s) for functional impairment, which includes a cognitive evaluation, screening for depression, screening for fitness to A drive, as well as functional assessments for potential rehabilitation treatment; preferably within two weeks C Stroke survivors should lower their blood pressures to achieve a target of consistently lower than 140/90 mmHg C Stroke survivors with either diabetes mellitus or non-diabetic chronic kidney disease should lower their blood pressures to A and C, achieve a target consistently lower than 130/80 mm Hg respectively 6) Dyslipidemia: Stroke survivors should modify their diets as part of a comprehensive approach to achieve low-density lipoprotein (LDL) cholesterol of <100 mg/dL or <70 mg/dL in stroke survivors who already have heart disease A 7) Diabetes mellitus: Glycemic therapy in most stroke survivors should be targeted to achieve a glycated hemoglobin (HbA 1C ) level ≤7.0 % A
Secondary Prevention

Interdisciplinary Team
1)
All patients with stroke require inpatient rehabilitation should be treated in a comprehensive or rehabilitation stroke unit by an interdisciplinary team A 2) Post-acute stroke care should be delivered in a setting in which rehabilitation care is formally coordinated and organized A
3) All stroke survivors should be referred to a specialist rehabilitation team on a geographically defined unit as soon as possible after admission; A Pediatric acute and rehabilitation stroke care should be provided on a specialized pediatric unit B
4) The interdisciplinary rehabilitation team should consist of a physician, nurse, physical therapist, occupational therapist, speech-language pathologist, psychologist, recreational therapist, patient, and family and/or caregivers; for children, the team also should include an educator and child life worker A This core interdisciplinary team should consist of appropriate levels of these disciplines, as identified by the Stroke Unit Trialists' Collaboration B
5) The interdisciplinary rehabilitation team should assess stroke survivors within 24 to 48 hours of admission and develop a comprehensive individualized rehabilitation plan which reflects the severity of the stroke and the needs and goals of the stroke patient C
Standardized Assessments
Clinicians should use standardized, valid assessment tools (e.g., NIH Stroke Scale, Functional Independence Measure) to evaluate the patient's stroke-related impairments and functional status B 1) As integral parts of the stroke rehabilitation team, the stroke survivor, family and caregiver must be addressed at all stages across the continuum and at all transition points of stroke care for both adult and pediatric patients
Patient and family education should include information sharing, teaching patients self-management skills, and training of caregivers A 2) Educational content should be specific to the phase of care or recovery and appropriate to the readiness and needs of the stroke survivor, family, and caregiver B
3) The scope of the educational content should cover all aspects of stroke care and recovery A 4) Education should be interactive, up to date, ongoing, and provided in a variety of languages and formats (e.g., written, oral, group counseling approach), and ensure communicative accessibility for stroke survivors B
• Every candidate for rehabilitation should have access to an experienced and coordinated rehabilitation team in order to ensure optimal outcome.
• The patient and family and/or caregiver are essential members of the rehabilitation team.
• Standardized evaluations and valid assessment tools are essential to the development of a comprehensive treatment plan.
• Evidence-based interventions should be based on functional goals.
• Patient and family education improves informed decision-making, social adjustment, and maintenance of rehabilitation gains.
• The rehabilitation team should use community resources for community reintegration.
• Ongoing medical management of risk factors and comorbidities is essential to ensure survival.
Based upon this paradigm, a number of recommendations made by most or all of the guidelines are summarized. To simplify the recommendations from the different clinical practice guidelines, the recommendations and classification scheme described by the CSS guideline is used (see Table 1 ). 9 The summary of recommendations can be seen in Table 2 . However, the publication of these updated guidelines emphasizes a major shortcoming. Despite the advances in stroke rehabilitation since the publication of the AHCPR Guideline for Post-Stroke Rehabilitation in 1995, the reader should note that many of the recommendations still carry an evidence level C rather than an evidence level A. There are still many questions to be answered to improve the level of evidence in stroke rehabilitation. As researchers continue to answer many of these questions, stroke survivors will be able to benefit from proven tools that decrease impairments, increase activity limitations and participation restrictions, and ultimately improve quality of life. n and problem-solving strategies, reinterpreting symptoms, and social persuasion through group support and guidance for individual efforts B
Conclusion
Community Resources
1) The care management plan should include a pre-discharge needs assessment to ensure a smooth transition from rehabilitation back to the community. Elements of discharge planning should include a home visit by a healthcare professional, ideally before discharge, to assess home environment and suitability for safe discharge, determine equipment needs and home modifications, and begin caregiver training for how the patient will manage activities of daily living and instrumental activities of daily living in their environment C 2) Patients, families, and caregivers should be prepared with appropriate and realistic expectations regarding role changes, and the availability of services and resources within changing care environments C 3) Support should include:
A Written discharge instructions from care providers that identify action plans, follow-up care, and goals, provided to the patient, family, and primary caregiver C B Access to a contact person in the hospital or community (designated case manager or system navigator) for post-discharge queries C C Access to and advice from health and social service organizations (e.g., through single points of access to all organizations) C D Referrals to community agencies such as stroke survivor groups, peer survivor visiting programs, and other services and agencies C
Ongoing Medical Management
After leaving the hospital or inpatient rehabilitation facility, stroke survivors must have access to specialized stroke care and rehabilitation services appropriate to their needs A
